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During the 1960s and 1970s, as many
people with serious mental disorders began
to be discharged from institutions and sent to
live in the community, it became clear that
their survival required access to a wide range
of community services, including mental and
physical health care, housing assistance, and
income supports. Income support pro-
grams, and especially the Supplemental
Security Income (SSI) program, have been
identified by policy analysts and researchers
as critical resources without which deinstitu-
tionalization would not have been possible.23

When homelessness among people with
serious mental illness emerged as a serious
problem in the early 1980s, indirect evidence
suggested that income support was among
the most important factors differentiating
mentally ill people who were domiciled from
those who were homeless.4 A study of soup
kitchen users in Chicagos showed that the

.*: most consistent difference between domi-
ciled and homeless persons with mental ill-
ness was access to income supports (particu-
larly SSI), and a longitudinal outcome study
of homeless mentally ill veterans identified a
significant relationship between increased
public support payments and successful
housing outcomes.6

Efforts to provide comprehensive com-
munity care to people with serious mental
illness are impeded by barriers to services
and especially by a lack of interagency coor-
dination.79 Homeless people with mental ill-
ness are often distrustful of large, impersonal

; agencies, have significant cognitive impair-
ments, and lack family members to help
them negotiate complex bureaucratic proce-
dures. Furthermore, agency staff who pro-
vide services to these clients often lack the
time, expertise, or interest needed to provide
special assistance.

This paper presents the results of a spe-
cial initiative designed to improve access to
Social Security benefits, including both SSI
and Social Security Disability Insurance

(SSDI), among homeless mentally ill veter-
ans participating in the Department of Veter-
ans Affairs (VA) Health Care for Homeless
Veterans (HCHV) program. Since 1987, the
HCHV program has provided outreach, case
management, and residential treatment ser-
vices to more than 220 000 homeless veter-
ans in 34 states and the District of Columbia.
In 1991, the central offices of the VA and
the Social Security Administration (SSA)
designed and implemented the SSA-VA
Joint Outreach Initiative to address problems
associated with completing disability appli-
cations among clients ofthe HCHV program.

Application for either SSI or SSDI
requires a detailed and systematic review of
evidence by 2 types of front-line adjudica-
tors. First, a Social Security claims represen-
tative must file an initial application and
evaluate nonmedical evidence of eligibility
(e.g., low employment income for SSI, suf-
ficient work quarters for SSDI). A disability
determination analyst, an employee of the
state's Disability Determination Service,
then must review medical evidence to deter-
mine whether the applicant meets disability
criteria. In the SSA-VA initiative, both a
Social Security claims representative and a
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state disability determination analyst were
colocated with HCHV clinical teams to
facilitate applications for Social Security
benefits.

This service integration effort was distin-
guished by 2 features. First, since the project
was developed and supported at the national
level of both VA and SSA, it represents a
"top-down" approach to service integration as
contrasted with a provider-initiated "bottom-
up" approach. Second, unlike programs that
seek to foster integration across multiple
agencies spanning entire service systems,8'9
the SSA-VA Joint Outreach Initiative focused
on improving the interaction between 2 agen-
cies-an "agency-specific" approach rather
than a "system-wide" approach.

The project had 3 objectives: (1) to
increase applications for SSI and SSDI among
entitled veterans; (2) to increase awards for
disability benefits; and (3) to increase the pro-
portion of timely decisions, defined as those
made within 90 days ofthe application.

Methods

The SSA-VA Joint Initiative

In 1991, 3 colocation projects were
implemented at VA medical centers in New
York City, NY; Brooklyn, NY; and Dallas,
Tex, with a fourth starting in May 1993 in
Los Angeles, Calif. At each site, the VA des-
ignated a social worker to be responsible for
(1) facilitating referrals for SSA benefits
from VA clinical staff, (2) shepherding
claims through the application process, and
(3) helping to obtain medical records and
other information required to support the
application. Local SSA field offices co-
located claims representatives with HCHV
teams to increase understanding of the appli-
cation process among VA staff and to initiate
disability claims directly. Disability analysts
were also designated to work directly with
the HCHV teams. At the Los Angeles site,
the same 2 SSA staff members performed
the tasks of both the SSA claims representa-
tive and the disability determination analyst.

Evaluation Design

The evaluation design was a pre-post
nonequivalent control group design that
compared benefit outcomes for veterans at
SSA-VA Joint Outreach Initiative sites with
those for veterans at comparison sites 2 years
before and 2 years after implementation of
the program. Outcomes of central interest
included (1) the proportion of the veterans
who applied for SSI or SSDI within 90 days
of intake, (2) the proportion who received

awards, and (3) the proportion of the sample
for whom a decision was made within 90
days ofthe application.

Sample

The full sample (N = 34431) included
all veterans who received intake assessments
at HCHV program sites during the 2 years
before the intervention began (n = 14 323)
and the 2 years after it began (n = 20 108).
Program entry occurred at 4 special program
sites (n = 6709) and at 34 comparison sites
(n = 27 722). SSA-VA programs began oper-
ation at the 3 Joint Outreach Initiative sites
between July and September 1991 and at the
fourth site in May 1993; site-specific start
dates were used to define preproject and
postproject periods at those sites. August 1,
1991, was used as the equivalent pre-post
marker for the comparison sites.

Sources ofData

Structured intake assessments docu-
menting sociodemographic and clinical fac-
tors were completed by HCHV program staff
as part of a standard evaluation of all veter-
ans entering the program. A second source of
information was an extract of data compiled
from 3 SSA databases: (1) the SSI Extract
(documenting SSI applications and benefits),
(2) the Master Benefit Record (documenting
SSDI applications and benefits), and (3) the
831 files (documenting the work of the state
Disability Determination Services). SSA
records were keyed to the date of the vet-
eran's intake with the HCHV program and
were used to document applications, awards,
and related dates. Information on the time
from application to the initial disability
determination was available for SSI applica-
tions but not for SSDI applications (because
the date of actual application is not recorded
in the SSDI files). Data extracts were made
in 1996, more than 3 years after the last
study client entered the program.

StatisticalAnalyses

First, we tested charcteristics ofthe veter-
ans in the sample to identify variables that were
significantly different across site types and time
periods and thus might bias our results.

We then used x2 tests to determine the
significance of differences between the
SSA-VA Joint Outreach Initiative sites and
the comparison sites in the 3 outcomes of
interest. All comparisons were made for veter-
ans who entered the HCHV program in the 2
years before the SSA-VA Joint Outreach Ini-
tiative began and during the 2 years after the
program began.

Next, we used multiple logistic regres-
sion to evaluate the interaction of site type
(SSA-VA Joint Outreach Initiative site vs
comparison site) and time (2 years pre-pro-
gram implementation vs 2 years post-pro-
gram implementation) in predicting speci-
fied outcomes, with adjustment for
potentially confounding factors. A signifi-
cant interaction term indicates that rates of
change over time are significantly different
across site types.

Administrative Costs

We also analyzed the cost of improving
access to benefits from the perspective ofthe
government funding agencies (SSA and VA).
We calculated the additional annual costs of
the program at intervention sites and divided
the amount by the increased number of
awarded cases per site per year at these sites
compared with those at the comparison sites.

Results

Sample Characteristics

On average, the sample was aged 42.4
years (standard deviation [SD] = 4.5 years)
and was 98% male, 48% White, 48% Black,
3% Hispanic, and 1% other ethnicity. One
fourth (25%) had been homeless for less
than 1 month, 48% for 1 month to 1 year,
and 27% for more than 1 year. Only 5.5%
were married, 59.8% were separated or
divorced, 31.3% had never married, and
3.4% were widowed. Just under half (45%)
reported a serious medical problem, and two
thirds (68%) had been hospitalized for any
mental illness. Overall, the sample reported
2.2 (SD = 6.7) days of drinking to intoxica-
tion in the past 30 days and 3.1 (SD = 7.5)
days of drug use. The subjects had worked
for pay for an average of only 2.4 (SD = 6.1)
days during the previous 30 days, and 46%
received some type ofVA or non-VA public
support. Non-mutually exclusive clinical
diagnoses included alcohol abuse or depen-
dency (63%), drug abuse or dependency
(40%), affective disorder (27%), personality
disorder (16%), posttraumatic stress disorder
(10.4%), schizophrenia (10.1%), other psy-
chotic disorders (6.7%), and other psychi-
atric disorders (13.8%). One third (30%) had
dual diagnoses.

Comparison across time periods and
between intervention and comparison sites
revealed statistically significant differences
for several variables. As a result, the follow-
ing client characteristics were included as
covariates in the multivariate analyses
reported below: age, race, past hospitaliza-
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tion, medical problems, psychiatric diag-
noses, alcohol and drug use, and receipt of
public support payments.

Application andAwards

Comparison of the proportion of veter-
ans who applied for benefits and who
received awards at intervention sites and com-
parison sites during the 2 years before the
intervention (Table 1) reveals only 1 signifi-
cant difference: intervention sites had lower
application rates (6.5% vs 9.8%) at time
period 3, 1 year before the intervention began.
There were no significant differences in sum-
mary rates of application or award among vet-
erans admitted to the program during the
entire 2-year period before program imple-
mentation (see Table 1 rows labeled 1-4).

During the 2 years after the intervention
began, application rates were significantly
higher at demonstration sites at each time point
(Table 1). During the 2 years of the initiative,
18.9% of the vetans at project sites applied
for SSI or SSDI, compared with only 11.1% at
comparison sites (X21 = 190.3, P< .001).

Among veterans who applied for benefits
during the 2 years ofthe intervention, a smaller

proportion received awards at intervention sites
than at comparison sites (60.5% vs 64.9%;
X = 4.7, P<.03). However, because of the
overall increase in the number of applicants at
intervention sites, a significantly greater pro-
portion of the HCHV veterans at those sites
received SSI or SSDI benefits during each 6-
month period after program implementation.
Cumulatively, during these years, 11.4% of all
vetrans evaluated at project sites were awarded
SSI or SSDI benefits, compared with only
7.2% at comparison sites (X21 = 89.9, P<.001).

Timely Decisions

Analysis of the proportion of decisions
made within 90 days of application showed a

significantly higher proportion of timely
decisions at intervention sites, both before
and after the intervention began (20% vs 0%
before the intervention, X21 = 26.6, P<.001;
58% vs 34% after the intervention,
X= 112.3, P<.001).

Logistic Regression

Among all veterans with intake assess-

ments (N = 34 431), significant interaction

effects were observed for both the likelihood
of application (Wald X2 = 65.5, P< .00 1)
and the likelihood of award (Wald x2 = 33.0,
P<.001), indicating greater increases in
application and award over time among vet-
erans entering the HCHV program at the
SSA-VA Joint Outreach Initiative sites.

Interaction of site type and time in pre-
dicting the likelihood of award among those
who applied for benefits had no significant
effect (Wald x2 = 0.08, P= .77). In addition,
no significant interaction was found between
site type and the likelihood of reaching a

decision within 90 days of application (Wald
X2 = 0.004, P= .95).

Administrative Costs

We used 1992 salary rates, including
fringe benefits, to estimate personnel costs
for the VA social worker, part-time VA psy-
chologist, and 2 staff members provided by
the SSA and the state Disability Determina-

tion Service. Annual costs were between

$139000 and $153 000 per site.
On average, over the entire 2 years of

the project, 48 more veterans received bene-

fits per year per site at the SSA-VA sites

526 American Journal of Public Health

TABLE 1-Application and Award Rates at Intervention and Comparison Sites Across 6-Month Time Periods During the
2 Years Before the SSA-VA Joint Outreach Initiative Began (Times 1-4) and the 2 Years After the Initiative
Began (Times 5-8)

Time Intake Applied in Awarded Applied Awarded Benefits Among
Perioda Evaluations <90 Days Benefits <90 Days, %b Applicants, %C All Intakes, %d

Intervention Sites
1 433 33 19 7.6 57.6 4.4
2 527 36 22 6.8 61.1 4.2
3 480 31 22 6.5 71.0 4.6
4 776 76 42 9.8 55.3 5.4

1-4 2216 176 105 7.9 59.7 4.7
5 839 114 86 13.6 75.4 10.3
6 920 163 98 17.7 60.1 10.7
7 1266 235 135 18.6 57.4 10.7
8 1468 337 195 23.0 57.9 13.3
5-8 4493 849 514 18.9 60.5 11.4

Comparison Sites
1 3173 205 112 6.5 54.6 3.5
2 3078 257 177 8.3 68.9 5.8
3 2642 259 159 9.8 61.4 6.0
4 3214 295 197 9.2 66.8 6.1

1-4 12107 1016 645 8.4 63.5 5.3
5 3727 374 255 10.0 68.2 6.8
6 3815 442 302 11.6 68.3 7.9
7 3932 437 285 11.1 65.2 7.2
8 4141 478 282 11.5 59.0 6.8
5-8 15615 1731 1124 11.1 64.9 7.2

Note. SSA-VA = Social Security Administration-the Department of Veterans Affairs.
aTime periods are sequential 6-month intervals beginning 2 years before the SSA-VA Joint Outreach Initiative was implemented.
bintervention sites had significantly lower application rates at time 3 (X21 = 5.39, P < .02) but higher application rates at times 5 (x21= 9.1, P < .001),
6 (X21 = 25.9, P < .001), 7 (x2, = 47.2, P < .001), and 8 (X21 = 113.7, P < .001) and cumulatively across times 5-8 (X21 = 190.3, P < .001).

cAmong applicants, intervention sites had significantly lower award rates at time 7 (x2 = 3.9, P < .05) and cumulatively across times 5-8
(x2d = 4.74, P < .03).

dAmong all intakes, intervention sites had significantly higher award rates at times 5 (X21 = 11.5, P < .001), 6 (x21 = 7.17, P < .007),
7 (X21 = 15.0, P < .001), and 8 (X21 = 58.4, P < .001) and cumulatively across times 5-8 (X21 = 89.9, P < .001).
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than at the comparison sites (64 awarded
cases per year per site at intervention sites vs
17 at comparison sites). However, during the
last 6 months of the project, when staff were
most experienced and working most effi-
ciently, 81 more veterans per year received
awards at the SSA-VA Joint Outreach Initia-
tive sites than at the comparison sites (98
awarded cases per year per site at interven-
tion sites vs 17 at comparison sites).

A sensitivity analysis that used maxi-
mum and minimum budget and productivity
scenarios generated estimates ofthe adminis-
trative cost per additional award, which
ranged from a low of $1700 per award to a
high of$3200 per award.

Discussion

Review ofFindings

Data presented in this study show that
access to disability benefits among homeless
persons with mental illness can be improved
significantly by colocation of staff from an
income support agency with clinical staff
from a specialized mental health program.
No significant differences in either applica-
tions or awards were found between veterans
seen at the 2 types ofHCHV sites during the
2 years before the SSA-VA Joint Outreach
Intervention; however, during the 2 years of
project operation, veterans at intervention
sites were almost twice as likely as those at
comparison sites to apply for benefits (18.9%
vs 11.1%) and to receive awards (11.4% vs
7.2%). Although program costs were substan-
tial, it is evident that as SSA-VA Joint Out-
reach Initiative teams develop experience,
they operate with increasing efficiency. Pre-
sumably, their administrative efficiency can
be improved with additional experience.

Although project sites showed a sub-
stantial increase in applications for benefits,
the proportion of applicants who received
benefits decreased significantly, and timely
decisions did not increase significantly in
comparison with control sites. Thus, the proj-
ect encouraged applications but did not
improve the award rate among applicants or
the proportion of timely decisions, perhaps
because the encouragement to make large
numbers of referrals resulted in applications
from some less impaired candidates.

Data on timely decisions are difficult to
interpret for 2 reasons. First, because informa-
tion on time to decision is not available on
SSDI applications, our data on decision times
are incomplete. Second, because SSA-VA
Joint Outreach Initiative sites had a substan-
tially lower proportion of timely decisions
before the project began, interpretation of the

findings for this outcome is difficult. This dif-
ficulty in interpretation is a characteristic
problem in noncomparable control group
design studies.

Limitations

Several methodological limitations
require comment. First, this study was based
on a nonequivalent control group design, in
which access to the SSA-VA Joint Outreach
Initiative was based on the community in
which the veteran happened to live when he or
she contacted the VA rather than on random
assignment. Thus, the observed differences in
application and award rates may be attributable
to factors other than the SSA-VA Joint Out-
reach Initiative, such as changes in local SSA
policies or procedures or in the characteristics
of veterans seen at the demonstration sites.
Before the intervention began, the proportion
ofapplicants at SSA-VA Joint Outreach Initia-
tive sites declined for three 6-month periods
and then increased, whereas at comparison
sites, application rates increased steadily for
three 6-month periods and then declined. The
only significant difference identified was a
lower rate of application at future intervention
sites at one time point. Thus, although propor-
tions of applicants differed, such differences
were not statistically significant in general, and
we do not believe they constitute a systematic
bias. In addition, we used multivariate tech-
niques to adjust for the influence ofthe modest
differences in veteran charcteristics that were
observed between site types and over time. We
cannot, however, rule out selection bias as a
possible explanation for our fmdings.

Second, because this initiative involved a
program specifically targeted at veterans, who
are also potentially eligible forVA benefits, its
generalizability to other populations is uncer-
tain. An uncontrolled study of a special VA
outreach program that focused on improving
homeless veterans' access to VA benefits
found that only about 8% of homeless veter-
ans received new or expanded VA benefits.'0
Because veterans have access to special dis-
ability and pension benefits other than SSI
and SSDI, an outreach program such as the
SSA-VA Joint Outreach Initiative could yield
even greater benefits for nonveterans who
have fewer alternatives to SSI and SSDI.

Third, this study was conducted before
the implementation of Public Law 104-121,
which eliminated eligibility for SSI and SSDI
on the basis of alcohol and drug disorders, in
January 1997. If the effect of the VA-SSA
Joint Outreah Initiative was largely a result of
obtaining benefits for veterans with addictive
disorders, the relevance of the study to current
circumstances might be substantially reduced.
We used the SSI extract file to determine that

across all time periods, only 286 awards (12%)
were based on substance abuse. There was no
significant difference between Joint Outreach
Initiative sites and control sites in the propor-
tion of awards granted for alcohol or drug
users before the intervention (5.7% of awards
at intervention sites vs 10.1% at comparison
sites: x1, 2.0, P=.16). Afterthe intervention,
the proportion ofsuch beneficiaries at compar-
ison sites was significantly larger (9.1% of
awards at intervention sites vs 14.9% at com-
parison sites: x2, = 10.4, P=.002). Awards on
the basis of addictive disorders were thus a rel-
atively small proportion of all awards and were
less common at Joint Outreach Initiative sites
than at comparison sites.

Implicationsfor Implementation of
Entitlement Policy

The American public has expressed
considerable ambivalence about public sup-
port programs in recent years. On the one
hand, the reform of welfare for able-bodied
persons has been popular, and its strict
employment requirements and time-limited
benefits have led to a much-celebrated
decline in the rolls of the Temporary Assis-
tance to Needy Families program (formerly
known as Aid to Families of Dependent
Children)." On the other hand, people have
been consistently concerned about the
plight of the homeless, and no serious
attacks on the nation's disability programs
for adults have occurred such as those that
were launched against Aid to Families of
Dependent Children.

It is especially notable that with special
assistance from the SSA-VA Joint Outreach
Initiative, the number of homeless mentally
ill veterans found to be eligible for benefits
almost doubled. These figures suggest that
substantial numbers of homeless people
with mental illness are entitled to income
supports but do not obtain them, presum-
ably because of the kinds of access barriers
noted previously. An outcome study of the
HCHV program showed that increased pub-
lic support payments were associated with
reduced homelessness (with no increase in
substance use).6 Thus, entitlement outreach
programs like the one described here show
promise for alleviating the plight of some of
society's most disadvantaged members by
helping them access benefits to which they
are legally entitled and that would otherwise
be inaccessible.

Service System Integration

The project described here represents one
of the few efforts at interagency service inte-
gration that has shown clear, specific benefits

American Journal of Public Health 527April 1999, Vol. 89, No. 4



Rosenheck et al.

at the client level. Several studies of service
system integration have found that services for
people with mental illness are more effective
when delivered in integrated systems,'2"13 but
only one other study, to our knowledge, has
examined the effect of an initiative specifically
directed at improving service system integra-
tion.'4 The current study shows that agency-
specific efforts at service integration can also
enhance service accessibility. In addition to the
direct effect of such focused efforts on clients,
such dyadic interorganizational interactions
are likely to constitute the building blocks of
fully integrated service systems. D
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